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Table 1: Morphologic types of leukemia cutis[5,6]

Erythematous or skin colored or violaceous macules, papules, 
plaques, nodules – 60%
Exanthematous eruptions
Purpura*
Bullae*
Ulcers
Butterfly like rash*
Leonine facies
Others: Stasis dermatitis, erythema nodosum, erythema annulare 
centrifugum, pyoderma gangrenosum, urticaria, urticaria 
pigmentosum, guttate psoriasis, chronic paronychia, subungual 
leukemia cutis and macular erythema
*Seen in our patients

country. The reported prevalence by Angis et al. is 
2.9–3.7%.[1] Seven percent of the cases present as 
aleukemic leukemia cutis. Leukemia cutis manifests in 
different types of leukemia with highest involvement in 
adult T cell leukemia, followed by acute myelogenous 
leukemia as seen in our second case.[2] It can also 
occur in patients with MDS and may be an early 
manifestation of leukemic transformation in these 
patients as seen in our first case.[3] Approximately, 10–
40% of MDS cases terminate in acute leukemia.[4] This 
may be important in identifying high-risk patients.

Cutaneous presentations of leukemia cutis are 
described in Table 1. Hemorrhagic bulla and butterfly 
like rash, as seen in our cases, have been reported in 
a few cases in literature. Hemorrhagic lesions, as seen 
in our first case, are commonly found in the subtypes 
of leukemia that are associated with coagulopathies. 
The etiology for bullae is less well understood. No 
association has been found with the type of leukemia 
cutis and butterfly rash. It only highlights one of the 
unusual modes of presentation. In our patient with 
MDS, cutaneous purpura was observed when the 
platelet count was 72,000/mm3, whereas in the second 
patient the platelet count was 39,000/mm3.Baer 
et al. have not attributed the development of purpura 
in lesions of leukemia cutis to thrombocytopenia or 
hyperleukocytosis.[2] It may be due to capillary fragility 
or leukemic infiltration of the capillaries.

The survival rate is 30% at 2 years in patients with 
acute myeloid leukopenia (AML) without skin lesions 
as compared to 6% in patients with skin lesions 
indicating grave prognosis of leukemia cutis. Both our 
patients had a fatal outcome. These cases have been 
reported due to their uncommon manifestations and to 
emphasize that a dermatologist is quite instrumental 
in the diagnosis of leukemia cutis.
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Unusual presentation of 
cutaneous myiasis

Sir, 
A 38-year-old married female presented with pain, 
swelling and redness of the clitoral area of 5 days 
duration. Pain was sudden in onset, throbbing in 
nature and associated with crawling sensation. 
For the above complaints, she consulted a doctor 
in her village and was treated with analgesics and 
antibiotics. The pain increased in spite of 3 days of 
medication. She consulted the Department of OBG in 
our hospital, where no gynecological cause for pain 
was found. She was referred to dermatology to rule 
out any sexually transmitted infections. There was no 
past history of significant medical or surgical illness. 
On examination, the clitoris and surrounding area was 
erythematous, swollen and extremely tender to touch. 
No ulcer or vesicle was seen in the genitalia. On pulling 
the prepucial skin over the clitoris, two maggots were 
seen in the space between the clitoris and the prepuce 
[Figure 1]. Both maggots were removed manually 
using forceps [Figure 2]. The patient was relieved of 
symptoms immediately after removal of the maggots.
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Later, detailed history was taken to determine the 
etiology of myiasis. The patient used to go to the fields 
and forest area to collect wood for household purpose. 
At noon, she used to rest under the trees. She did not 
use undergarments. It is possible that flies must have 
laid their eggs on her genitalia and, after hatching, 
larvae must have lodged themselves in the space 
between the clitoris and the prepuce.

Myiasis (from the Greek “muia,” meaning fly) is 
infestation of tissues of living vertebrates by the larvae 
of dipterous flies. Clinically, myiasis can be primary 
or secondary. Primary myiasis is caused by biophagus 
larvae (feed on living tissues) while secondary 
myiasis, more common type, is due to necrobiophagus 
flies (feed on dead tissues). Depending on the body 
parts involved, myiasis can be ophthalmic myiasis, 
nasopharyngeal myiasis, intestinal myiasis and 
cutaneous myiasis. Cutaneous myiasis is of three 
forms: creeping myiasis,[1] furuncular myiasis[2,3] and 

traumatic or wound myiasis.[4] Myiasis of urogenital 
passages[5,6] is rarely described, and species involved 
are chrysomyia (family Calliphoridae), sarcophagi 
(family Sarcophagidae), Cochliomyia, Wohlfartia, 
Piophila, Scenopinus, Scatopsidae and Anisopus.[7]

The aim of the treatment is to remove the larvae 
and treat any secondary infection with antibiotics. 
Symptoms improve immediately after removal of 
larvae. In wound myiasis, the larvae may be removed 
mechanically with forceps and, preferably, destroyed 
to prevent them from pupating. Occlusion of spiracles 
of larva using petrolatum, animal fat, beeswax, 
paraffin, butter and mineral oil can either kill them 
or induce them to move toward the skin surface. 
Maggots may be forced out by the lateral application 
of pressure or by injection of lidocaine beneath the 
lesion. When larvae are burrowed on to deeper tissues, 
they can be made to come out by application of gauze 
soaked in turpentine. In furuncular myiasis, under 
local anesthesia, the lesion should be incised and the 
larvae should be picked out without cutting them. In 
a creeping eruption, the larvae can be extracted with 
a needle. Systemic antihelminths like albendazole, 
thiabendazole, diethylcarbamazine[1] or Ivermectin 
can be used.

It is very important to examine the patient unbiased. 
High index of suspicion is necessary when history 
and clinical findings are not coinciding. In our case, 
pain, swelling and redness of genitalia can be easily 
mistaken for sexually transmitted infection.
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Figure 1: Maggots seen in the space between the clitoris and 
the prepuce

Figure 2: Maggots removed by forceps

Azhar
Rectangle



Indian Journal of Dermatology, Venereology, and Leprology | November-December 2010 | Vol 76 | Issue 6714

Letters to the Editor

6. Delir S, Handjani F, Emad M, Ardehali S. Vulvar myiasis due to 
Wohlfahrtia magnifica. Clin Exp Dermatol 1999;24:279-80.

7. Smith KG. Anisopus larvae (Diptera) in cases of intestinal and 
urino-genital myiasis. Nature 1966;210:852.

Serpentine supravenous 
pigmentation. A rare vasculo-
cutaneous effect induced by 
systemic 5-fluorouracil

Sir, 
Systemic 5-fluorouracil (5-FU) is widely used 
in oncology either alone or in combination with 
other cytotoxic drugs in the treatment of malignant 
neoplasms of the gastrointestinal tract, breast, 
pancreas, and head and neck region. Though 
uncommon, a variety of cutaneous side effects from 
systemic 5-FU have been described. These include 
hyperpigmentation, photosensitivity, inflammation of 
actinic keratosis, systemic contact dermatitis, facial 
eruption resembling seborrheic dermatitis or lupus 
erythematosus, palmoplantar erythrodysesthesia, 
maculopapular eruption of the palms, palmar 
keratoderma and folliculitis of the forehead.[1,2]

A 38-year-old man was referred to us for the evaluation 
of asymptomatic progressive pigmentation of the upper 
limb of three months duration. Five months prior to the 
appearance of the lesions, he had undergone surgery 
for adenocarcinoma of sigmoid colon (Aster Coller 
B2). Post-operatively, he was treated with parenteral 
chemotherapeutic regimen fortnightly, for two days. 
On day 1, he received 5-fluorouracil (600 mg bolus in 
100 ml of normal saline and 900 mg slow infusion over 
22 h) along with dexamethasone 8 mg, leucovorin 300 
mg in 500 ml in 5% dextrose and oxaliplatin 130 mg 
in 500 ml 5% dextrose. He was given only 5-FU and 
leucovorin on the second day. He used to experience 
severe pain around the injection site during the 
treatment, which used to subside spontaneously in 
two-three days. Following the fourth cycle, he noticed 
serpiginous asymptomatic pigmentation of the right 
forearm. There was gradual proximal progression of 
the pigmentation. Subsequently, similar pigmentation 
appeared on the left forearm following the intravenous 
administration of the chemotherapeutic agents. 
Examination revealed hyperpigmented streaks along 
the course of the superficial veins in the forearms 

[Figure 1]. The veins underlying the pigmented streaks 
were neither tender nor thrombosed. There was no 
apparent leakage of medicine to the surrounding skin. 
Examination of the mucous membrane, palms and 
soles were unremarkable. Hematological and other 
systemic examination were normal. A central venous 
port was created a month later, in view of the intense 
pain while taking injections. Four weeks following 
this, pigmentation on the upper limbs started fading 
gradually [Figure 2]. 

Hyperpigmentation occurs in 2-5% of patients treated 
with intravenous 5-FU. Commonly, hyperpigmentation 
involves sun-exposed areas or X-ray irradiated sites. 
Other forms of pigmentary abnormalities include diffuse 
palmar pigmentation, transverse pigmented bands over 
the interphalangeal joints and pigmented macules of 
the palms, soles, nails as well as oral mucosa.[1]

Figure 1: Serpentine supravenous pigmentation over the forearm 
veins

Figure 2: Pigmentary dilution following discontinuation of injection
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